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F 000 | INITIAL COMMENTS F 000 l/?r/%
This Statement of Deficiencies was generated as (.('g \;/SV,D
a result of the annual Medicare re-certification DO[ v
survey conducted at your facility on 11/18/08 - (}
11/21/08. The census at the time of the survey \
was 165. The sample size was 25, including 3
closed records.
There were no complaints investigated.
The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
avaitable to any party under applicable federal,
state, or local laws.
The following findings were identified: ) . )
F 221 483.13(a) PHYSICAL RESTRAINTS F 221| What corrective action will be
§s=D ™ dent has the riaht to be free f accomplished for those residents
e resident has the right to be free from any
physical restraints imposed for purposes of fo una" to be ajﬁ.zcted by the
discipline or convenience, and not reguired to deficient practice?
treat the resident's medical symptoms. 1@
The Interdisciplinary team
This REQUIREMENT is not met as evidenced evaluated the use of the Velcro
by: the legs of resident #3.
Based on observation, interview and record strap on & ined th
review, the facility failed to ensure restraints used The team deterrm-ne the strap
as enablers were assessed, care planned and would be discontinued. An order
ordgared by a physician for 1 of 25 sample was obtained from the nurse
residents. .
practioner on 12/4/08 to
Findings include: discontinue its use. The strap was
removed immediately upon receipt
On 11/18/08 and 11/19/08, Resident #3 was the ord yup P
observed transferring in the hallways throughout of the order. 12/4/2008
the dayin-his-motorized wheelchair. The resident
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Any deficiency statement ending with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avatiable to the facility. If deficiencies are ciled, an approved plan of correction is requisite to continued
program participation.
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F 221 | Continued From page 1 F 221 How you will identify other
was observed with a Velcro strap wrapped residents having potential to be
around his legs and the wheel! chair. affected by the same deficient
On the afternoon of 11/19/08, the unit nurse p ra‘cnce a'nd what corrective
manager indicated that the Velcro strap was used actions will be taken.
to secure Resident #3's feet on the foot rests of
the wheelchair. She further indicated that :
Resident #3 had multiple sclerosis and had no A v151‘1al survey was completed on 12/4/2008
voluntary movement of his lower legs. When all units on 12/4/08 to assure all
asked if there was a physician order or devices were addressed per our
assessment and care plan for the Velcro strap, olic
the nurse manager could not find documented policy.
evidence in the residents medical record. Our policy #2205 (see attached)
The admission records revealed Resident #3 was states all new de‘wces us'ed 1n
admitted to the facility on 2/7/07, with a diagnoses behalf of the residents will have
afol\gulti'sle dS«::Ierosist, ?ebility NO?h and ;:c)jaralplegia corresponding orders from the
NOS. 0? ocumentation was in the medica physician (or his/her legal
a) A physicians order for the Velcro restraint to representative) and communicated
secure the resident while in the wheelchair; and by the licensed nurses to the MDS
b) A care plan or assessments for the risks team to initiat 1
associated with the use of the Velcro strap as an i m 0 1nthiale a care plan upon
enabler. receipt of the order. (see #5 & 6)
Policy #2205 states form #F2205B
(see attached) will be utilized to
evaluate any device, attachment,
etc. that may be considered a
restraint (as defined in policy 2205
under "Definition"). This
completed form assessing each
identified device will be reviewed
by the Interdisciplinary team
during the weekly meeting for
need and completion.
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What measures will be put into
place or what systemic changes
you will make to ensure that the
deficient practice does not recur:

Policy #2205 was originally
written in April 2002 and revised
again in March 2008. The
revisions were presented to the
appropriate staff. A recent review
of form F2205B was completed on
November 19 and December 4,
2008 for all licensed nurses.

The DNS will review at the all
staff meetings scheduled for
January 9 & 27, 2009.

'll 1/19/2008
12/4/2008

11272609
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How the facility will monitor its
corrective actions (o ensure the
deficient practice is being
corrected and will not recur; what
program will be put in place to
monitor the continued
effectiveness of the systemic
change.

IDT weekly meetings will ensure
all restraints are reviewed on
admission, quarterly, yearly on
readmission and/or any change of
condition.

Dates when corrective action will
be completed:

A. Velcro strap was discontinued
12/4/08

B. Education/review of policy will
be completed by 1/27/09.

Additional documents, including
attendance sheets, will be sent
upon completion of all educational
in-services.

12/4/2008

1/27/2009
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